The work of Silber and colleagues 2 published in the current issue of Pediatrics assesses differences by race in lengths of stay and 30-day readmission rates for hospitalized children with asthma who were enrolled in Medicaid. The work applies rigorous methods to match children across race groups by their other demographic characteristics, comorbid conditions, and history of asthma medication use. Using these methods, the authors found that length of stay and 30-day readmission did not vary significantly by the children's race. Previous studies of inpatient asthma care using standard risk adjustment methods in children report similar findings. 3 The findings reported by Silber et al 2 corroborate our experiences with asthma care in a variety of hospitals, including children's and non-children's, small and large, urban and rural. We have found that a child's race, by itself, neither influences the efficiency of inpatient care nor the quality of discharge care. In the hospital, we have not encountered race itself to significantly affect the timing or administration of oxygen, β-agonists, or corticosteroids, or the quality of asthma education and teach-back, action plan development, follow-up appointment arrangement, or other components of hospital discharge care.
Although race may not substantially affect the inpatient care of hospitalized children with asthma, other socioeconomic characteristics clearly do. 4 Poverty, limited education, low health literacy, an unclean home environment, family practice of cigarette smoking, employment challenges, and restricted means of transportation are well known to affect the health care and health outcomes of children with asthma. 4 We keep children with asthma in the hospital longer when family caregivers need more time for asthma education (eg, understanding the importance of a spacer or adhering with controller medications when their child is not sick), for addressing home environmental triggers that worsen asthma, and for arranging transportation to follow-up appointments. We have been fortunate to work in multiple hospitals with resources and personnel (eg, case managers and social workers) that are equipped to help address those issues. Long-standing federal health care policies have helped equalize the availability of these resources and personnel to patients across most hospitals. 5 
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We find it more difficult in the outpatient setting than in the hospital to provide high quality asthma care to children with challenging socioeconomic attributes. In the outpatient setting, more frequent and lengthier office visits, extra phone calls to the family, and home visits are sometimes required to help children with asthma who reside among impoverished families of limited health literacy and illequipped home environments. Moreover, many parents of these children are employed with jobs that offer limited or no flexibility to attend their child's appointments. These parents often require workrelease documents (eg, Family Medical Leave Act forms) just to attend the appointments without risk of termination. Unfortunately, there is unequal opportunity for children with socioeconomic challenges, including those relying on Medicaid, to access pediatric clinicians and practices that offer the breadth of health services needed to deliver high quality asthma care management.
In our experience, the most disturbing disparities in asthma care result from this: many pediatric clinicians and practices severely limit or completely deny outpatient and community care to children with Medicaid, including those with asthma. Among the reasons for these actions is that Medicaid payment, in some US states, does not underwrite the cost of the time and effortintensive health services required to optimize the health of the children. Moreover, some US states recurrently threaten or enact reductions in funding for their Medicaid program. 6 These legislative actions undoubtedly de-incentivize outpatient pediatric providers to care for children with Medicaid. This may help explain why emergency department visits and long-term hospital readmissions (eg, 90 days and beyond after discharge) are higher for children with asthma who use Medicaid versus private insurance. 3, 7 We recognize that the discussion above extends beyond the scope of Silber and colleagues' 2 current article in Pediatrics, which purposely restricted its cohort to children using Medicaid and exclusively measured use for hospital care. By doing this, the authors were (1) able to group the cohort by family income, thereby minimizing the effect of poverty on the race findings; and (2) focus on a well-circumscribed, specific health service encounter (ie, hospitalization). However, it is nearly impossible to consider and interpret the findings from the Silber et al article 2 without thinking about, in the larger context, how racial disparities in children's health are heavily influenced by the complicated interactions of poverty, Medicaid, and access to high quality outpatient and community care. Although we are pleased that Silber and colleagues' work 2 reports parity in hospital use for children with asthma by race, it will remain important to shine light on other disparities in children with asthma until those disparities are eliminated.
